O rápido envelhecimento populacional é a transformação demográfica mais significativa nos países em desenvolvimento. Grande parte dos pacientes internados nos centros hospitalares é de idosos, dispostos a se submeter a tratamento com a condição de retornar, após a alta, a um estado funcional de saúde semelhante ao prévio. Neste contexto, o atendimento às necessidades da população precisa de formação bioética adequada dos recursos humanos na área da saúde, voltada para a geriatria, inclusive no centro de tratamento intensivo (CTI). Mas na decisão da admissão do idoso nesses centros, os aspectos morais acabam sendo, sem justificativa cogente, subsumidos aos aspectos puramente técnicos, o que pode influenciar de maneira discriminatória a decisão, prejudicando, indevidamente, a população idosa. No presente trabalho serão abordados e criticados seis argumentos morais propostos contra a internação hospitalar do paciente geriátrico no CTI, à luz das ferramentas da bioética principialista e da bioética de proteção.
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The rapidly aging population is the most remarkable demographic transformation observed in the developing countries from the second half of the twentieth century. Specifically in Brazil, we highlight three aspects in the process of aging population: 1) such aging has been gradual and continuous; 2) the segment of the elderly population is the fastest growing one; and 3) in 2050, the elderly population will probably represent 22.71% of the total population 1 
.
In this scenario, the number of elderly and very elderly patients 2 needing care is increasing quickly wear out and in two hospitals, which is a fact that requires discernment of the physician regarding the screening of vacancies that will be assigned to patients in hospitals, due to scarce of public beds available in health facilities. As many times medical professionals are unfamiliar with the necessary bioethical knowledge to deal with the context of conflict involved in the practice of screening for hospital admission, the moral aspects involved in the decision eventually subsumed to the technical ones, without a plausible justification. This ultimately influences the decision in a discriminatory way, unduly harming the elderly population 3 .
Most patients admitted to the hospital are seniors who can be, at some time in hospital, in a condition of needing admission to the intensive care unit (ICU). For example, in the United States of America (USA) the seniors represent 42% to 52% of admissions 4. Regarding mortality, the oldest seniors (aged > 85), with failure of a single organ, have mortality rates ranging from 30% to 70%. On those with two or more failing organs, mortality increases to > 80% 5. Despite these results, elderly patients are more concerned with the maintenance of their cognitive function than with mortality outcomes, and they are willing to be subjected to intensive treatment, but with the condition of returning to their functional status comparable to the prior one 6 .
However, some data suggest that age, as such, is a prevalent factor in the refusal of admission to the ICU, for example, in the European study that showed that 7 of 286 patients screened for a possible hospitalization in the ICU, 48 were not admitted because they were considered too ill to have benefit in the treatment. Moreover, in 11 patients the criterion was only age (> 67 years, odds ratio [OR], 9.17; Confidence interval [CI] , 95%: 3.0 to 27.6) 7-10. The use of such criteria for exclusion in the admission may be considered as morally questionable, because it is discriminatory.
Another prospective observational study of screening decisions, which received the acronym who is the researcher of the study carried out by analyzing the social map of the practices involved in ICU, three criteria seem to prevail in the choice of the patient to be admitted: a) the clinical condition on admission, in which the patient is accepted or refused; b) a set of objective selection criteria (such as the quality of the benefit of being admitted to the ICU); and c) a veiled discrimination of the elderly on admission 13 . Daily, the intensivist makes decisions about the selection of the patient to be hospitalized. The professional faces conflicts responsibly, because he knows that his decision is based on both technical factors (e.g., disease severity) and moral (as in the case of having to choose between two patients with different age and the same severity of illness) 14. But in the hospital screening of elderly patients, there is often a relevant question in the moral viewpoint: thee refusal to admit the elderly to hospitalization, and for the simple reason of the age criterion, would not it be discriminatory and, therefore, unfair?
In this regard, Rivlin 15 lists six intuitive arguments, which are seemingly of the pragmatic type (described below), which considers inconsistent to justify the denial in health care for the elderly by health institutions, but that could actually be used for denial of admission of geriatric patients in the ICU, by the intensivist doctor, in reference to screening policies by age 7 or even as a form of discrimination against the elderly or ageism 15: 1. Elderly people should give up their lives in favor of the younger; 2. The age is a criterion to reject / start treatment; 3. Seniors gain little with treatment; 4. The society has little gains when treating elderly; 5. Treatment should achieve its maximum benefit; 6. Age is an objective criterion.
Objective
In this study the moral arguments that can be used by the intensivist doctor in the process of decision making for the refusal of admission of elderly in ICU, which were listed above, will be analyzed and criticized from the double point of view of the tools of bioethics, especially from principialist bioethics 16, supplemented by the bioethics of protection 17. These two analytical proposals are considered relevant and legitimate in order to discuss the issue, for
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Method
This is a work of discussion on the morality of the medical practice of inclusion or exclusion of elderly patients in the care of their health, based on literature review carried out from a research in the Virtual Health Library (VHL). The survey, which covers the period from 1992 to 2012, used the fol-lowing descriptors: 1) Portuguese: "Intensive Medicine", "Decision making", "Medical ethics", "Biomedical Ethics", "Bioethics", "Elderly"; 2) Spanish: "Intensive care", "Decision making", "medical ethics", "biomedical Ethics", "Bioethics", "Elderly"; 3) English: "Intensive care", "Decision making", "Medical ethics", "Biomedical Ethics", "Bioethics", "Aging". 40 articles in Portuguese, Spanish and English were selected, and those ones in other languages were excluded.
The theoretical framework for the discussion of bioethics in the data collected was the principialism described by Beauchamp and Childress 16, which was used to reflect on the inconsistency of the six arguments by Rivlin 15 (listed above) in the discriminatory refusal in the admission of elderly people to hospital treatment and applied in the ICU. Each argument will be analyzed according to the reasons that make it morally questionable to justify the denial of admission of the elderly, based on the allocation of places only by the criterion of age. Then it will be presented the bioethics of protection 17 as a way to help principialist bioethics to handle the conflicts in allocating scarce vacancies of intensive care for the elderly, since it is not merely a vulnerable population, but rather is vulnerable itself.
The principialist bioethics
To the extent that biological and health sciences evolve, according to the force of the biotechnoscientific paradigm 18 come new opportunities for intervention on people's lives. The hospital, including the ones who are in the ICU, have proved capable of changing the course of various diseases, with more or less discomfort of the patients. Consequently, it became necessary to establish criteria to decide which patients will be admitted to the ICU setting parameters for decision making and considering the variety of existing systems of values, not necessarily compatible with each other, which can result in moral controversies on the correct or incorrect attitudes that are taken -or to be taken -in concrete situations experienced by patients.
These criteria and their required critical analysis applied to conflicts and arguments involved in proposals for solutions that can help in the problematic decisions of the professional, who must correctly decide what to do, are part of the toolbox of bioethics. Thus, the task of the field will be both analytical and exactly of practical type, critically analyzing the concepts and arguments involved, trying to assess their consistence and cogency to a decision that would be considered morally correct in a given situation.
In other words, bioethics, which is understood as "practical ethics" 19, seeks to understand and try to resolve moral conflicts implied by practices in the contexts of living and health, by taking into account the context of the plurality of value systems in legitimate principle in democratic and secular societies. In particular, it can be said that bioethics has a threefold function: 1) descriptive, since it analyzes the conflicts in question from the point of view of a spectator under a rational and impartial principle; 2) normative concerning such conflicts, and this in two ways: (a) proscribing behaviors that may be considered objectionable; and (b) prescribing those ones which are considered correct and in certain situations of helplessness; 3) protective with respect to moral patients characterized as "susceptible" or even "vulnerable" -due to their disabilities that do not allow them to face the helplessness with their own means or other protective device 20, 21 . Therefore, among the various existing tendencies in bioethics, it may be noted, firstly, principialist bioethics of Beauchamp and Childress 15. Indeed, principialism emerged with the social movement for civil rights, which led, inclusively, to the claim of social control over the practice and medical science, according to some excavating her legitimate values. A principialist strand of Beauchamp and Childress proposed, specifically, a model based in the four principles prima facie of non-maleficence, beneficence, autonomy and justice.
The principialist model is considered applicable to the conflicts that can arise in inter-relationships between doctor and patient of the biomedical practice, since that it defines parameters for action:
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Applying such a model to assess the morality of decision to admit elderly in hospital and in ICU, among the four bioethical principles, the one of autonomy can be considered the most relevant when there is a refusal, or not, of the patient to be admitted and start treatment, implying, therefore, the respect of the free will of the owner of that life which is at stake.
Bioethical analysis of the arguments
The elderly should give up their lives in favor of the younger ones
Although it is intuitively understandable that the doctor use the above mentioned argument, in reality there is no cogent reason to force us to think that in an age difference between two people itself -the elderly and the young -justifies the inequality in the fair consideration of respective interests 19,22. Indeed, the characteristic "age", when considered alone, cannot constitute a discrimination factor because it would violate the principle of equality and, therefore, justice, which is characterized as an ageism case.
In particular, equality is a basic ethical assumption that must be respected prima facie by all the citizens of a democratic society, which will also have to deal with a fair allocation of existing resources, including in the fields of health and ICU. Thus, it is possible to consider unfair the belief that seniors should give up their lives in favor of young people.
However, by taking into account that the elderly population group is, in general, one of the most fragile group of our society, it can be considered, therefore, a legitimate target of specific public policies to take account of this "susceptibility". being worthy of protection, ensuring protection of their basic rights of access to health care by professionals 21, 23 .
Age as a criterion to refuse the beginning of a treatment
In fact, in some ICUs, it has been a long time that age is used as a criterion 24, and considered constitutive of the attitude known as ageism when it is considered, with the appropriate attention, the fact that its continued use does not become something "natural" and therefore, in principle, morally unquestionable. In fact, such an attitude is morally questionable, because it is discriminatory and must be justified by cogent arguments, which can be analyzed and evaluated by bioethics.
Thus, during the screening of hospitalization for the treatment of the elderly, it can be verified a greater importance to traditional principles of medical ethics of non-maleficence and beneficence, which primarily concern the doctor's professional duties since at least the Hippocratic code -but they do not always consider the change of conditions in which it is currently a medical practice, due to the increasing incorporation of new techniques/procedures and incorporation of the culture of human rights in know-how of health professionals. In particular, according to Beauchamp and Childress, the principle of beneficence refers to the obligation of the moral agent to act for the benefit of the moral patient -but, in theory, according to a scale of legitimate and acceptable values by those involved -and here it is applied to the behavior expected of the intensivist staff, which must respect the free will of the elderly patient (or exercise of "autonomy").
However, in practice, we face an important limitation in the application of this principle, because the patient in question may find themselves incapable of opine on what he may (or not) consider beneficial (due to sedation, coma, etc..). What can be considered beneficial for doctors actually do not necessarily reflect an eventual opinion of the patient in the exercise of their autonomy. In fact, the team could be imposing to patient an unwanted treatment, and, therefore, it may be regarded as contrary to their possible "benefit" and, thus, judged by them as such. Indeed, doctors trained to use their essentially technical knowledge work in the ICU and, above all, not to leave patients without treatment after they have been admitted, in particular under the goal -often regarded as unquestionable -to "save lives".
Consequently, no matter how better the medical intentions are in ICU, as long as everyone wants to be "beneficent", it is exactly the definition of "good" inherent to this main obstacle to this attitude, because there is no universal agreement a priori about what is, or should be, the good 25. Thus, the ICU may not be beneficial anymore to the extent that it is imposed on the patient preventable suffering, also going against the principle of non-maleficence. This may be the case of prolonged admission in a closed unit, when the patient is subjected to
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In short, this case should be properly considered regarding the patient's will, their conceptions of good and evil, and respect for their autonomy 26, i.e., it should be sought the balance, or convergence between the power of the intensivist doctor and patient preferences, particularly when they are explicitly formulated. In this regard, it is worth to stress the importance of medical professionals from various fields to inform their patients about advance directives of the will, so that, in the use of their autonomy, may increasingly express their wishes on the different clinical situations.
Finally, there is the principle of fairness, which is applicable to the controversy regarding the use of limited spaces ICU beds, in relation to which it may have on the one hand, a conflict resulting from the use considered scarce and applied to all seniors without conditions of a complete recovery (or at least "reasonable"), and on the other, a situation that is somewhat the reverse of the above, because the patient may have expressed clearly their desire not to be submitted to treatments considered futile, and certainly questionable from the point of view of health justice if we consider the very argument of scarcity of resources.
In the first case there is the difficult question of the effectiveness of a procedure that involves the proper balancing of costs and benefits, i.e., it does not harm the legitimate interests of patients. In the second, and relatively less problematic, it is the patient himself who takes the initiative of not "wasting" scarce resources, which can be seen as a way -though perhaps indirect -to promote their fair distribution.
27
The elderly do not have a significant gain with treatment This argument is also questionable, because in many cases the response of the elderly to treatment is as good as that of the young. Accordingly, Jecker and Schneiderman 28 state that there is no significant age difference in the mortality and morbidity associated with the results of several interventions, including survival after CPR, coronary angiography and revascularization surgery, liver and kidney transplant and/or trans-surgeries, chemotherapy and hemodialysis, among many other procedures.
In fact, elderly patients hospitalized in the ICU, as well as the young, may have clinical complicationse.g. infections and delirium -or have to undergo aggressive or invasive procedures such as mechanical ventilation and sometimes later tracheostomy if the need for respiratory prosthesis is extended.
Indeed, such procedures have greater potential to leave permanent after-effects in elderly 9 than in the young, as worsening of cognitive ability by delirium and worsening of pulmonary capacity for prolonged mechanical ventilation. Still, during the critical hospitalization it is possible to have a chance not to worsen functional and cognitively the clinical condition of an elderly patient. It is also possible, moreover, to obtain future gain with full clinical recovery by the admission and treatment in the ICU. In such cases it would become necessary only the geriatric monitoring by ambulatorial regime after discharge, with the elderly returning to the state of health prior to the intensive care. With this, they can obtain personal gains and stay productive without after-effects 29 .
Society has less earns when elderly people are treated
This argument is based on the assumption that elderly patients, subjected to many costly treatments, such as dialysis, use of broad-spectrum antimicrobial, parenteral and enteral nutrition etc., with no perspectives of recovery and resume their activities; start to be great consumer of scarce resources that could be used more effectively in patients with a greater chance of cure. In addition, the "exaggerated" use of the CTI technology in a single patient may represent a future without therapeutic options for upcoming admissions, if the speed of material replacement and the availability of place are lesser than the speed of admission.
In this type of situation, it is really questioned to which extent the individual autonomy must be respected at the expense of the collective good 16. However, just because people are older does not mean they cannot contribute their life experiences to the common good, as it is the case, for example, of the inter-relationships between grandparents and grandchildren, which, in practice, can be valuable for the very structure of the family. To the contrary, it is prejudicially believed that the most elderly do not participate directly in the production process and, consequently, they would not have, in princi-
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This discussion is quite difficult and, until the moment, was not conducted in the ICU, but it shows the anguish present in the daily life of intensivist professionals. In fact, the actions of distribution of resources have limits and failures, as the resources for health are admittedly scarce, but also because the necessary moral weights do not always accompany the technical decisions and habits of those who actually decide. But it may also be argued -in accordance with the dictates of public health -that the problem would not exist if public money was used in preventive health measures, aiming the healthy aging 31 .
However, and despite this argument could be prima facie relevant and justified -as the waste of resources is a verifiable fact and an act which is not necessarily inevitable, becoming morally problematic -it does not respond in satisfactorily to the growing demands of care health, which also depend on the aging population and the resulting needs of the protection of the elderly population, which should be guaranteed, as it is a right constitutionally guaranteed in Brazil. It is worth noting, moreover, that even with the best program of health promotion and prevention, the increase of age tends to approximate the person of the death, a situation that often involves hospitalization in ICU. Considering the already analyzed age transition of the population, this implies that the issue -inevitably -will emerge, if not now but in a short future.
Given this complex tangle, the general perception of Brazilian society is that hospital care is outdated, with a high cost and avoidable waste of resources, and that the elderly suffer from abandonment in hospitals or nursing homes, which can therefore be seen as places or inadequate devices because they are sources of additional suffering to this population, which can be avoided. To the prejudice and disrespect for the elderly, it is added the "poverty" of public investments to meet to the needs of the elderly population, such as the lack of adequate facilities and -both in quantitative and qualitative terms -of human resources for health 32 . This fact has an important moral dimension to be highlighted and analyzed, pointing to the need for change and innovation in paradigms of health care for the elderly, in order to be fair and result in proposals of differentiated actions, so the system will become more effective "with justice" and elderly people can integrally enjoy the years provided by advances in biotechnoscience 18 . In fact, it is known that this "live longer" is important to the proportion that it adds quality to the additional years of life: a quantitative dimension (more years) is inseparable from that qualitative one (not a mere survival, but life with quality). In this sense, protection, empowerment, autonomy and ability to work in a variety of social contexts, and the elaboration of new meanings to life in old age become necessary actions for a policy for the elderly can be morally and politically correct in a society that is to be minimally democratic and fair.
The treatment should reach its maximum benefit
This is a problematic statement, despite its apparent cogency in the name of effectiveness, because if doctors decided to treat only based on the supposed maximum benefit of the patient, some morally questionable decisions would be made, since many people with chronic illness or disease with a reserved prognosis would not be treated, and designing the possibility of it is some kind of a questionable omission. In particular, investing in treatment for the elderly without possibility he will return with the same skills (or at least "similar") from his previous life, through the CTI treatment options -such as dialysis, mechanical ventilation, can be considered beneficial because it meets another principle, the controversial principle of sanctity of life -that ensures the moral value of human life under any circumstances and it is expressed in our public legal system 33 .
Therefore, it is necessary to emphasize that one should draw the line between what is the beneficent act itself and the act of medical paternalism in relation to the elderly in decision making without consulting the individual preferences of patients and reasonable, assuming that the doctor supposed to be best for them. In this case, it may happen unnoticeably of a know-how in principle "beneficent" becomes a way of exercising power, or biopower, which may be questionable for his unnecessary authoritarian and morally questionable implications 34 
.
This situation is not uncommon in the ICU routine, and it is very hard to manage because when decision making is reserved, the doctor (as in the case of emergencies), this, in general, is not prepared to mark the surreptitious passage attitude of beneficence to paternalism 35. In short, according to the traditional model of the relationship between doctor and patient, the physician would represent the legitimate authority who holds the technical and scientific knowledge that would grant him the right to decide in favor of the supposedly more correct position on behalf of what he considers best for the patient and tending thereby
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Age is an objective criterion
This argument is scientistic, because it is based on the assumption that age is an objective fact, because it is numerical or quantitative and corroborated, for example, by the epidemiology itself, which would provide the necessary and sufficient conditions in order to act properly, including the moral viewpoint. However, the argument is also highly controversial because it implies, in fact, value judgments that can promote, for example, discrimination against older people -as seen in the analysis of the second argument. Take as supposition, for example, that the cutoff point of 65 years old would be used for treatment. That would mean that a heart surgery which could give a patient of 25-30 years old a good quality of life, but a patient, who was one day after his sixty-fifth birthday, would be refused without exception? If the answer is "yes", the attitude could be seen as explicitly discriminatory, but if it is "no", the advocators of the adoption of a policy age group should make an exception. However, denying the cut-off point of 65, they would be denying their own political age group, thus losing the parameter of objectivity, which was supposedly supplied epidemiologically.
In fact, most of the population believes that more years of life are useful only if they are not accompanied by pain, disability or dementia 36. Therefore, one cannot consider that the health status of the population is only measured by mortality and morbidity, even if they are properly studied by epidemiology. In this sense, more objective measures of health status of the elderly should be providedbesides age -which may consider carefully the concept of innovation in health care, which will require scientific studies on this new perception, which may also take into account the ways on how treatment could be evaluated also from the moral point of view of the competent patient, not only based on technical and scientific results.
The bioethics of protection
By taking into consideration all these possible criticisms of the refusal of the elderly patient in the ICU, the principialist model, although it is relevant to analyze the conflicts that occur in clinical practice, it is not still enough for the debate on the decision making of the appropriate treatment of elderly in ICU, because although it is very focused on the inter-relationship between doctor and patient and the patient's autonomy, it does not handle situations related to the community and the impact of population aging on Brazilian health resources 37. From this perspective, we propose to use the bioethics of protection, which can be seen as a tool for bioethical discussions in the field of public health 16, including, in relation to moral decision-making in the doctor regarding the admission, or not, of the elderly patient in ICU, when such a patient is in the position of vulnerable subject 38. In this case, protection must be prioritized before other attitudes such as those ones analyzed by principialism.
Indeed, the bioethics of protection aims the human condition in their concrete ways of effective vulnerable situation, and it can be applied both to conflicting situations of interpersonal relationships between doctors and patients as the conflicts in public health, such as those that arise between formulators of public health policies, and managers of such policies and the users of the system to be considered here, the legitimate recipients of protection, as may be the case of the elderly discriminated by age. Indeed, it is reasonable to require of a State, that is seen as morally legitimate and pragmatically efficient protective measures in principle able of realizing the fragility of life -not only before old threats (such as diseases and disabilities) but also anticipating probable and possible solutions of the vulnerability of people such as the circumstance here in examination, of ICU patients and the decisions that may affect them 16 .
Thus, the vulnerability of the elderly who are unable to take independently a correct decision to ensure the best quality of life in the time they have left, could in principle be mitigated with the team's commitment to provide all the information needed to clarify the family, making use of the help of other professionals such as psychologists and even bioethicists. But here we cannot forget that their own families complain of inaccessible and authoritarian medical doctors in their decisions 39. It seems, then, it is time for the state to intervene, by developing health policies capable of providing reasonable and fair solutions of this type of conflict, such as the screening of the elderly in the ICU. In other words, before patients considered as "elderly without therapeutic possibility" -but they should be called, more appropriately,
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Final considerations
This paper, after presenting possible moral arguments for the adoption of the controversial allocation of places based exclusively by the age of intensivists, resorted to some bioethics tools in an attempt to better reflect on the moral implications of the decision making for the admission process of the elderly in the ICU, for example, the reflection on the conflict that can occur between the argument that all decisions taken by the medical team should always seek to preserve the best interests of the elderly patient , which would be allegedly known by the doctor and staff, and the argument of that such interests may include patient preferences different from those of the team, and can therefore enter into conflicting to each other. Indeed, the respect for the autonomy of the competent patient has an important weight in the relevant decisions, because if he was able to understand the situation and communicate their preferences, he can and should participate in decisions on admission to the ICU, since manifest, directly or indirectly, such interest. Therefore, the elderly patient and family should be informed and educated about the reasons for the indication or not of the hospitalization in the ICU in order to participate, when possible, actively in decision making; including favoring the wills of the elderly patient or family (when he is presented as unable alone or he chose this option) properly clarified. A severe case of moral conflict is one that can arise in an elderly patient, without conditions to recover, being admitted to the ICU, filling a vacancy that could be made available for another patient with better chances of recovery, increasingly distant possibility to die in peace and with dignity. In fact, the process of medical decision making concerning elderly patients, refers to the thorny issue of micro-allocation resources, when they are considered scarce if they are not finite. In this context, the moral discussion by intensivist health professionals in the ICU always takes the risk of being restricted to the technical field, and the medical knowledge 41.
In conclusion: only through education, for example, the inclusion of bioethics in the undergraduate course for the entire medical community and mainly for those professionals involved -directly or indirectly -to the area of intensive care medicine, the incorrect attitudes regarding the elderly in a critical health situation will be changed. In fact, patients in old age are always another, which is also unique, regardless of chronological age, disease severity, the reason for admission, the neurological and psychiatric situation and life expectancy. In short, the attention should be focused on the person and human dignity, i.e., by giving importance to stories, judgments, beliefs and preferences of the elderly, and being in favor of their well-being, having as utmost reference the cognitive autonomy of elderly and morally competent to exercise it in their legitimate decisions and concerning them, even in the last moments of their life.
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